Clinical supervision has been an aspect of nursing practice in various forms for several years; however, it remains challenging to ensure its widespread implementation across healthcare organisations. There is an increasingly evident need for formalised support in nurses' busy practice settings, so it is important to improve the quality of clinical supervision in healthcare. This will also assist nurses in providing evidence of their continuing professional development as part of revalidation. This article provides an overview of clinical supervision, outlining its features and functions in healthcare practice. It includes three case studies related to group clinical supervision, discussing how this was implemented in each case and the various methods of group-working that were used.
Introduction
Professional support mechanisms for healthcare practitioners include local induction programmes, peer support groups, preceptorship and mentoring schemes, coaching and clinical supervision. The idea that nurses require clinical supervision throughout their career is well established. The emergence of formalised clinical supervision in the early 1990s (Department of Health (DH) 1993, Kohner 1994 , United Kingdom Central Council for Nursing, Midwifery, and Health Visiting 1996) , and its adoption by the health regulator in 2013 (Care Quality Commission (CQC) 2013), have been partly in response to concerns about failings in care, as well as issues related to patient safety and care quality (Clothier 1994 , DH 2013 , Francis 2013 (Nursing and Midwifery Council (NMC) 2018) advises that all nurses should have access to professional development, which could include supervision. However, the NMC does not have a policy or standards for healthcare organisations or nurses to follow in relation to clinical supervision. In contrast, the CQC (2013), which regulates health and social care services in England, has produced supporting information and guidance on clinical supervision in practice.
Clinical supervision is an important method for healthcare organisations to ensure the quality and safety of care, as well as providing continuing professional development (CPD) and support for healthcare practitioners. However, the onus is on individual nurses to engage in the process and work to develop clinical supervision within their practice (Fowler 2013) .
Clinical supervision in healthcare practice
The literature provides several definitions of clinical supervision. The NHS Management Executive's (DH 1993) original definition of clinical supervision is 'a formal process of professional support and learning which enables individual practitioners to develop knowledge and competence, assume responsibility for their own practice and enhance consumer protection and safety of care in complex situations'.
A later definition by Bond and Holland (2010) introduced several requirements for clinical supervision, stating that it involves 'regular protected time for facilitated, in-depth reflection on complex issues influencing clinical practice… This reflection is facilitated by one or more experienced colleagues, and the frequent ongoing sessions are led by the supervisee's agenda. ' Fundamentally, clinical supervision is concerned with those subjects the supervisee chooses to reflect on as part of their CPD, and is a source of active support in practice. The features of clinical supervision are summarised in Box 1.
Engaging in clinical supervision on a regular basis can initially be challenging for healthcare practitioners. In the authors' experience, first-time supervisees may have reservations about beginning the process, making time in their busy practice and identifying a suitable clinical supervisor who will provide them with the confidence to begin reflecting on aspects of their practice. Having committed to the process, clinical supervision should begin with the supervisor and supervisee agreeing roles and responsibilities, discussing what is going to take place during the sessions and clarifying what clinical supervision is, as well as what it is not. Additionally, the practical arrangements should be addressed, for example where and how often clinical supervision will take place.
There will be differences in how clinical supervision sessions are structured depending on whether they take place on a one-to-one basis or in a group, as well as the expertise of the clinical supervisor. However, whatever format is used, there is broad agreement on the functions and purpose of clinical supervision (Pollock et al 2017) . Dementia UK provides specialist case management for families affected by dementia through the Admiral Nurse service. To achieve the intended transformation of dementia services, Dementia UK has long-recognised the benefits of clinical supervision for individual Admiral Nurses, the healthcare organisations who employ them and families affected by dementia. Smith (2012) emphasised that 'for patients to feel safe and cared for, the practitioners who care for them must also feel safe and cared for'. Actively supporting group clinical supervision for Admiral Nurses could be a strategy that healthcare organisations adopt to demonstrate that its practitioners are valued (Delgado et al 2017) .
TIME OUT 1
It has been identified that using group clinical supervision for nurses working with people with dementia has a positive effect on the nurses' attitudes and skills, as well as improving nurse-patient relationships (Berg and Welander Hansson 2000, Francke and de Graaff 2012 (Dewing et al 2014) . The values statement provides the group with structure, boundaries and a sense of shared purpose (Foundation of Nursing Studies 2015) . From this, a group clinical supervision structure is developed to meet the needs of the individual Admiral Nurses and the external facilitator.
Cassedy (2010) emphasised that all group clinical supervision sessions should have a beginning, a middle and an end, and that using a group structure offers a sense of direction and organisation during the session. An increasingly popular format for group clinical supervision among Admiral Nurses is the use of a modified action learning approach (Rivas and Murray 2009, Staniland et al 2011) , in which the facilitator focuses on individual supervisee narratives rather than group actions to achieve organisational change and improvement. Haith and Whittingham (2012) asserted that action learning provides a practical framework for group clinical supervision since the main emphasis is on members developing their own practical solutions to workplace issues. Action learning is also a realistic approach that all Admiral Nurses can engage in to support their practice. Box 2 shows the typical structure for group clinical supervision sessions with Admiral Nurses.
In the authors' experience of the Admiral Nurse approach to group clinical supervision, the format and structure adopted by clinical supervisors may vary slightly, but most use a case presentation approach. The two-hour timeframe of the sessions often enables two case presentations, but some clinical supervisors report up to six cases being explored in one session. All Admiral Nurses are surveyed annually to obtain A values clarification exercise was conducted along with a mapping exercise to establish a baseline for the type of supervision that already existed in the target areas before the reflective clinical supervision group was implemented. A force field analysis (Cassedy 2010 ) was undertaken to identify the driving forces present in the organisation that supported the development of reflective clinical supervision, as well as the restraining forces that hindered its development (Box 3). For reflective clinical supervision to be implemented, the driving forces must outweigh the restraining forces or substantially reduce these.
Key points
Based on the force field analysis, it was identified that supporting new clinical supervisors would be vital to sustaining the implementation of reflective clinical supervision (Dilworth et al 2013) . Furthermore, information workshops were required for practitioners and managers on the benefits of reflective clinical supervision and why it was being introduced to complement other forms of clinical supervision in practice. (Milne 2009 , Hawkins and Shohet 2011 , Driscoll and Cassedy 2013 .
Supporting new clinical supervisors
From the outset, it was agreed that soon after completing their training, new supervisors would be expected to participate in externally facilitated, monthly follow-up group teleconference sessions with their supervisor peers. This provided valuable information about the concerns of new supervisors and how they would work with their supervisees following the training workshops, such as: agreeing how clinical supervision would be organised; ensuring sessions began and ended on time; deciding how often reflective clinical supervision should occur; and managing cancellations, lateness and lack of contact with supervisees. The challenges included how new supervisors were to incorporate a more reflective and less directive style of supervision than the administrative and managerial style they were familiar with.
Despite the organisation agreeing to the programme of clinical supervision, some supervisors felt that time for reflective clinical supervision was valued less than their clinical work. They also reflected van Ooijen's (2000) concerns that supervisees lacked preparation before sessions and incorrectly assumed that the clinical supervisor was responsible for the 'work' of supervision. Such a passive view challenges one of the distinguishing features of clinical supervision (Box 1) -that sessions should be supervisee-led.
TIME OUT 3
Consider how you might enhance your preparation for your clinical supervision sessions. For instance, one of the requirements for revalidation as a nurse is to complete five reflective accounts. Could describing an experience in your practice in detail form the basis for reflection on practice with your clinical supervisor?
The challenges of group clinical supervision via telephone sessions include delays in connections, dropped lines and low sound quality; however, the technique has remained a feasible and costeffective option where geographical distance is a challenge (Driscoll et al 2006 , Driscoll and Townsend 2007 , Goss et al 2016 . Goss et al (2016) suggested that the use of the telephone and other technologies such as video-conferencing in clinical supervision will continue to expand because technology overcomes geographical limitations. However, Martin et al (2017) warned that although technology presents an opportunity to overcome the issues of distance, access and time, care must also be taken to ensure the effectiveness of supervision is not compromised.
Case study 3 -resiliencebased group clinical supervision
The integration of group clinical supervision into preregistration nurse education has been established as a positive aspect in any curriculum design (Holmlund et al 2010) . The desired outcomes are to provide opportunities for reflection on how nursing theory relates to practice, and to enable ongoing peer support (Sheppard et al 2017) . Group clinical supervision also aims to develop nurses' critical thinking and promote a clear professional identity, which is in accordance with the purpose of delivering nurse education at degree level (Ashmore et al 2012) . However, Sheppard et al's (2017) evaluation of group clinical supervision showed that peer support became the primary focus and the most highly valued aspect of supervision. Thus, the opportunity to challenge and critique nurses' views and perspectives on practice were limited since a comfortable, co-dependent group dynamic developed.
One implication of this form of group clinical supervision was that nursing students relied on the reassurance of the group delivered in the comfort of the university setting to cope with challenging aspects of clinical practice. When this supportive group structure was no longer present post-registration, newly qualified nurses found the isolation and perceived lack of support from their team and organisation challenging. There evidence & practice was a strong theme of self-criticism and doubt among participants regarding their ability to fulfil their roles and adapt to organisational expectations in clinical practice, while the opportunity to explore these feelings in an environment that they perceived as safe was non-existent in most healthcare organisations (Sheppard et al 2017) . Furthermore, employers were aware of these challenges and reported a 'lack of resilience' among newly qualified nurses, indicating that the message that they needed to 'toughen up' was being reinforced. Such experiences were similar to the 'reality shock' first described by Kramer (1974) , which nurses may experience when they make the transition from nursing student to registered nurse, and remains an issue in retaining nurses following their professional registration (Whitehead and Holmes 2011) .
These observations and experiences led to the development of the resilience-based clinical supervision model . This model is underpinned by Gilbert's (2010) compassion-focused therapy model, which examines how emotions motivate an individual's response to a situation and how they can learn new strategies to achieve a desired outcome. The aim of group resilience-based clinical supervision sessions is to enable group members to develop competencies that support self-care and promote compassion, both for themselves and others.
Resilience-based group clinical supervision sessions are characterised by: Providing a safe space to discuss practice is an important element when developing clinical supervision groups. If group members do not feel secure within the group, it is unlikely that the group will sustain itself. The integration of mindfulness-based stress reduction exercises as part of the clinical supervision process is intended to assist group members to improve their well-being and reduce stress and subsequent 'burnout' (Barratt 2017) .
TIME OUT 4
Watch the video animation by the University of Nottingham and Creative Connection (2017), which demonstrates how resilience-based clinical supervision can be integrated into a group clinical supervision session structure: www.youtube.com/ watch?v=YQsAS3co51U&feature=youtu.be Think about a specific demand that was recently placed on you in your clinical practice. Reflect on the feelings you had and the response of others. How might understanding your own responses and those of others lead to different choices? If the situation occurred again, what would be the preferred outcome you would like to achieve?
A pilot evaluation of resiliencebased group clinical supervision among 120 nursing students and 235 newly qualified nurses was undertaken by the University of Nottingham across trusts in the East Midlands. The groups varied in size and frequency; however, all participants received at least six resilience-based group clinical supervision sessions. The Professional Quality of Life (ProQOL) scale (Stamm 2010 ) was administered pre-intervention and post-intervention, and focus groups were conducted with participants and the group facilitators.
The evaluation indicated that participants' experience of clinical supervision improved because the structure of the sessions was perceived to prevent cycles of participants' negative storytelling, for example in relation to criticisms of established healthcare practitioners or perceived deficits in healthcare service provision. The nursing students and newly qualified nurses reported that mindfulness was useful in preparing for stressful situations or following distressing encounters. Furthermore, the nursing students and newly qualified nurses prioritised self-care, describing several self-care strategies such as establishing support networks, engaging in critical reflection and positive reframing to challenge the internal critic .
Wider implementation in healthcare organisations
Wider integration of group clinical supervision into pre-registration nurse education and preceptorship programmes is underway in the UK. Consistent group membership and skilled facilitation are essential conditions for effective group clinical supervision; however, these conditions are challenging to achieve in large healthcare organisations with a large number of newly qualified nurses. Furthermore, nurses require permission from managers to be released from their clinical practice duties to engage in clinical supervision, which may be challenging to obtain.
It is important for healthcare organisations to commit to supporting the well-being of nurses through strategies such as resilience-based clinical supervision, to improve professional quality of life and staff retention. There is a risk that nurses' dissatisfaction will increase if the priority they place on self-care through clinical supervision is not perceived as being equally valued by their healthcare organisation.
Conclusion
While clinical supervision has been an important element of nursing practice for several years, its potential has yet to be fully realised. However, it is increasingly important for nurses to engage in clinical supervision as a form of individual support and CPD, as well as a strategy for making improvements in practice. Nurses should be aware of the purpose and features of clinical supervision. They should also understand the differing approaches that may be used, including group and face-toface clinical supervision and overthe-telephone clinical supervision where geographical distance is an issue. There are challenges associated with implementing group clinical supervision, but with the commitment | PEER-REVIEWED | of healthcare organisations and nurses it can be successfully developed to meet local needs. 
TIME OUT 5

